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Chapter XII 
Division of Adolescent Medicine, 
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Abstract 
The global epidemic of childhood and adolescent overweight has become a major public 
health concern. Not only are these youth more likely to become obese as adults, and thus 
more prone to obesity-related diseases than theirnon pyerweight peers, they are also 
likely to suffer emotional and social effects~s~opi~t~~ .v,rith overweight. Overweight in 
youth has been linked to depression, low self-esteem, eating disorders, negative body 
image, and stigma. It appears to be bi-directional in riature, with overweight sometimes 
predicting certain psychological effects and psychosocial issues sometimes predicting 
. Effective assessment and treatment of psychological and mental health 
issues in overweight youth will help overweight youth deal more effectively with their 
social and psychological milieus. Additionally, interventions for mental health concerns 
have the added health benefit of increasing weight loss, thus decreasing obesity-
disease for which the overweight adolescent is prone. 
Introduction 
.v,_,.,..,,~u''" is defined most simply by the word 'change' --physical, cognitive, emotional, 
As physical and cognitive changes occur, so do changes in the domains of 
gical development and social interaction/relationships. Psychological 
and social adequacy are important components of mental health, but au•u'"''""'"u''" 
;prr·esp>on<1ence: Hatim Omar, MD, F AAP, Professor of Pediatrics and Obstetrics/Gynecology, Chief, /'\,uun:;:;o.;t:.L11 .. 
Medicine and Young Parent programs, 1422, Kentucky Clinic, University of Kentucky, Lt:~.mgtuu, 
United States. Tel: 859-323-6426 ext: 311; Fax: 859-257-7706; E-mail: haomar2@uky.edu 
124 Psychological and Social Development 
----------------------~~------------------------------------------~ i 
brings with it unique qh,allenges, iand interruption of development within any domain may 
occur. Disruptions in social development can be influenced by many things, ;;~ 
including ph ysical1:1nd/ or [ 1]. 
Obesity ha1; b(~G()me diseases and disease-associated conditions '': 
in the u .. ~'""" • I.JL<"'"''~\~'c!RI '' !f!,.>""V"'"''"'Y·.'#l.""'"' In the year 2000, it was estimated that obesity l 
., •• ~-\~•\.J·•~~5.q9 ·'+'" leading cause of preventable death in the United 
's young people may, on average, live less 
""'" .. '"'"'·')' Sllorte~·.J.p{es than their parents due to overweight and obesity; in fact, 
steady increase in life expectancy [3,4]. Further, •J . 
PetltUIY progresses, more people will die from the 
.... a uv••" ofoverrtll1ttitllo1;J. tl:!i!IJ. ()f "L.arvau\.111 [ 5] . Pinhas-Hamiel [ 6] noted that "life-style.-> 
domain of adult medicine." Fmihermore, 
t101~l;il;' l:¢1latiom;hip with mental and psychological health in that 
-'<l''-''Y'" '·.f-f~ .. TTtil-1"1-'f-f p~'YT'rtf .. W ~,...,, .. ..,, overweight, but overweight also impacts 
''Y~>"""··' \.l'~.veJloPJnetlt and social functioning [7,8]. 
usually defined as a body mass index (BMI) 5 
~;":'f 
ce_Iltlle, •COinpare:<l to pediatric population reference data J 
·'-'· "'u\.1 .1'5'-... u"' chart; children and adolescents with a 
preadolescent children and at least ,,., 
'-'llJlau•v•u"o"' into adulthood [9], significantly increasing 
-:~ 
•• <~;> :.yvo;;•u as psychological complications associated with 
tripled in children and adolescents ages 
..,.._,,,, .. u~ou from the 1999-2000 National Health and 
from the NHANES survey in 
J ..... uu'''11 and adolescents were overweight. 
and adolescents, the increase went from 
1]. More than 10% of school age children 
overweight worldwii.cd~e1~,~~·§~~1:(j;~1~~~ ~~{;~t~:~ rates as high as 32% [9]. According to 2005 Youth Risk Bel probability sample of 9th- 12th graders 
approximately 16% of students in the US 
'ght. 
some endogenous causes, but when thosy 
causes are ruled ..., .. ,J.v,o;•--·a• factors, rather than biological ones, 
are prhl1arily respo:nsible in adolescent overweight.l4 Behavioral factors 
such as lack """'""'''""'· sedentary behavior, and poor dietary choices have been · ' 
cited as common <fisk weig~! gain, although psychological and mental 
factors also factor intOthe 14,15]. 
\,-~ 
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ocial Risks for Adolescents 
of psychological and social development, today' s youth often face challenges in 
health and wellness as they progress from childhood to adolescence to adulthood. 
past 20 years, the proportion of pediatric patient visits in general pediatric practices 
vHI..I.>VI•HU problems has increased fi·om 7% to 19% [ 16]. According to the 1999 us 
General's report on children's mental health, 13% of children and adolescents have 
disorders, 6.2% have mood disorders, 10.3% have disruptive disorders, and 2% have 
use disorders, for a total of 20.9% having one or more mental health or substance 
[1]. Of those needing active mental health interventions, 11% were found to 
functional impairment and 5% were found to have extreme functional 
[1]. Other research has found that 27% of children ages 9, 11, and 13 years of age 
impaitment, and 20% have a diagnosable mental health condition [17]. Fmiher, 
is the third leading cause of death in the US for children ages 15-24 years and suicide 
reach a peak during the midadolescent years [1,18,19] highlighting the 
~v~·u~'"a' vulnerability adolescents experience. 
children and adolescents have both physical and mental disorders, and it has been 
the majority of children and adolescents with medical problems have higher levels 
disorders [20], suggesting that having a chronic. health condition, such as 
may increase the likelihood of mental health ·issues and · co.n,cerns.ln fact, one 
found serious adverse consequences of overweight on health-related quality of 
.LH"-'--'''-'L) in a clinical sample of severely overweight (BMI: 34.7) children and 
5 to 15 years of age [21]. 
cho-Social Risks for Overweight Adolescents 
studies have documented a clear correlation between depression and overweight in 
[22-24]. Goodman et al [25] have shown in a nationally representative, 
study of over 9,000 adolescents that depressed mood in non overweight 
is associated with the development of overweight at one year and worsening 
in baseline overweight participants, suggesting. that depression may precede 
Other studies using community samples of overweight versus non overweight 
have found no differences in depressive symptoms between the two groups [26]. 
et al [27] found a statistically significant relationship between BMI and general 
health in adolescents from age 12 to 20 years, but only young adolescents [12-14 
.... ..,.u-.,-..u a deleterious impact on emotional health as reported by depression and/or 
Several studies, including a recent one by Daniels [22], failed to co1rrtu:m 
between ovetweight and symptoms of depression in adolescents. 
between depressive symptoms and overweight in children and ad<)lesc(:nt:si~;nc)t 
clear, although depression appears to play a role in the mental health 
of overweight adolescents. 
I 
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Self-Esteem 
Studies on 
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>v~rw4;:Ignl ~'""'""'~'"'and adolescents also repmt inconsistent results. 
self-esteem in ovetweight children and 
while others have shown no difference 
are at greater risk for self-esteem 
,, ...... -uuu~.~ [28], perhaps because girls are 
cookie-cutter images of the super models and 
ac1:re1;$~:~Jlt~y'ii~tt~~·qp1>tp'J. ~~*l,lJ\~t~:J:: ~~y £~1iBlif~\kP'9PUlaltio•ns, there is a clear relationship between 
with more heavily overweight 
hypothesis is that clinically refened children 
'+'-'!+F''?"'-'"i"'""- with especially low self-esteem [15]. 
eatmg: ;.gt:~.or,aer,s. ls between 11 and 20 years [32) and eating 
an overweight patient 
in adolescents [33]. Overweight 
dieting practices and attempts to 
eating disorders was six times higher in 
uu,p <'''<l.J'"+ <f!'.XH''W'J.~<'l'+YJ!+-L'""'"u control group. The disorders included 
bulimia nervosa, eating "-i"v+"'" ... " nervosa. Sixty 
percent of females and 
Body Image 
Overweight in adolescents u"'' . u•~--u ""''v"'" negative body image [7]. Overweight 
body image [36]. A consistently 
..... ,,, ,,u eJWl~jgptiSPU!.i;r~!!!\a.Jrr4 au•.w'''"""'u'" have a more negative body 
children as young as age L • . ....... ·---
replicated finding 
image than their peers 
the-frequency of bein.g LCi'l,.CLIL aLJU 
et al [38] demonstrated that "the greater 
"'-':'..l ."·ual'" while growing up, the more negative 
:r~:g~r4~:<i?~!l!~ i~J~~/~·~~.~~~7~f 1~t ~e~n~e of body dissatisfaction in adulthood" 
V:R!"\'Vtagln >:gu-.ts appear to have a more negative body 
Stigmatization of adolescents is significant and has long been a part 
of western culture [39]. Studies have shown that children as young as three years of age begin 
to have negative attitudes toward overweight and obesity. When given different methods 
assessing stigmatizing attitudes, these children ascribe negative characteristics to overweight 
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including mean, ugly, stupid, and sloppy, compared to non overweight targets [40). 
trends tend to worsen as children get older [41). Such stereotypes are born out in real-
studies show that US women who were overweight adolescents become adults with 
educational attainment, lower paying jobs, higher rates of poverty, and less likelihood 
in comparison to thinner women [42,43). Stigma associated with ovetweight 
to be greater for girls than for boys [27). 
impacts adolescents' relationships due to increased vulnerability to weight-
teasing and social isolation. Ove1weight adolescents may be socially marginalized 
their peers and experience more weight-related stigmatization by peers and family 
[7,44). Overweight youth have greater difficulty in gaining admission to college, 
there is no indication that they are less apt to be able to complete the course work 
Evaluation of Mental Health 
adolescents should be thoroughly evaluated to identify any psychological 
"·"'"v''" that may affect the course of medical treatment for weight loss or • other medical 
u!\.J<lll'•" [15]. However, most pediatric health care providers are not trained to assess 
health issues and may have limited experience in daily practice in addressing mental 
related problems. Other factors, including limited visit time and lack of established 
strategies [24], may also contribute to the lack of detection of the psychological and 
'-ll'-'"v'-'a' factors leading to overweight or originating from it. Additionally, pediatricians 
or indirectly express "fatism," which may contaminate the relationship with 
patients, and is particularly true with younger, overweight patients where parent-
or blaming is common [15). 
et al [ 45] reporting results of a questionnaire to pediatricians asking about the 
evaluation of various psychological and emotional factors including self-esteem, 
disorders, concern about weight, family dynamics and history of abuse, showed that by 
every provider asks and elaborates on all of those important factors. Friedman [ 46] 
that pediatricians are in an ideal position to detect psychological issues in young 
and they should be better trained to probe for and recognize signs of major mental 
. Weitzman and Leventhal [ 4 7] concluded that the pediatric practice setting is an 
environment for behavioral health screening if the currently available tools are used 
. However, training is lacking in these areas. 
that most providers specializing in adolescent overweight are not trained in mental 
health evaluations, having a team of providers, including mental health 
familiar with evaluation of and treatment options for various mental and behavioral 
conditions in adolescents, would add significant value to the team caring for this 
patient subset. Evaluation and treatment of underlying psychological and 
problems by a health care provider trained in adolescent mental health will aid /in 
... u.'""' .. 'vu of obesity-related psychological co-morbidity in adolescents. 
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Suggestions for Mental Health Evaluation 
There is no consensus reconl1neridatioii for the evaluation of mental health in overweight 
adolescents, and there are rio istl.ldies comparing differerittnethods for psychiatric assessment 
of affected children [15]. ~expert committee recofurnendation on ovetweight evaluation 
and treatment by Barloyv/ ag.~I)ietz [48] suggested that asking the right questions in 
"objective, non accusatol")'language" would help establish a basis of hust between family 
and provid~~· \'{f.iff{is key to long-term, successful management. Additionally, the use of 
well-validat~~i1,1s~entsfor evaluation is impot1ant. 
A thoro~f~ps)'chiatric, psychological and family history regarding the patient needs to 
be taken. As rappot1 is established, questions regarding the patient's weight, concerns about 
weight, weight gain or loss, eating issues, and psychosocial issues associated with being 
overweight (e.g. , friendships, teasing, depression, low self-esteem) need to be broached. It is 
also important to assess readiness for change. When dealing with an adolescent, the family 
context is important, and the entire family must have some readiness for change for any to 
occur. 
Paper and pencil assessment instmments can be useful in the initial assessment of 
psychological variables associated with overweight. As noted earlier, no specific guidelines 
have been established, but the following .instruments are suggested as a potential assessment 
packet which assesses depressive sympto11ls, behaviors across a variety of domains, eating 
issues, and acute and characterological psychologicaLconcerns. A summary of the suggested 
instmments may be seenin tablel. 
In order to assess level ofdepression, the Childreri'sDepression Inventory (CDI), a 27-
item, symptom-oriented scale for children ages 6 -17 years[ 49] may be utilized. The CDI is a 
highly reliable and valid measure [50] and has been\lsed effectively in several studies with 
overweight children [51,52]. Since the CDiis li . ~elf-report measure, it can be SUJJplerrtented 
by a parent-completed Child Behavior Checlqist[53] in order to obtain corroborating or 
conflicting data from parents. Issues regard~W?atipg can be measured through completion of 
a version of the Eating Attitude Test ( 54,55}. 'I'~is ·is a 6-point, forced choice, self-report 
inventory that measures dieting behaviors, food >preoccupation, anorexia, bulimia, and 
concerns about being overweight.Nersions for teenagers and younger children (chEAT), 
have demonstrated concurrent and predictive validity as well as reliability [55]. Finally, for 
overall symptom assessment, yoUTI.ger children [9-12 years) can complete the Millon Pre-
adolescent Clinical Inventory (M,..PAyi), and adolescents [13-19 years) can complete the 
Millon Adolescent Clinical Inventory (MACI). Both instmments are designed to quickly and 
accurately identify psychological problems and determine both emerging personality patterns 
and acute psychological symptoms. 
Addressing mental health by correct and timely assessment and intervention can be of 
significant importance in improving the outcome of obesity-related problems in adolescents. 
Also, the conect diagnosis and therapy of mental health problems, if associated with 
overweight, can improve weight management and decrease medical complications. 
Psychological and Social Development 
Table 1. Psychological assessmentinst.ruments for overweight adolescents 
'sEating 
Test (chEAT) 
Age Group 
(yrs) 
6-17 
6-18 
7-14 
9-12 
13-19 
Measures 
Symptoms of depression 
Child's activities, social 
relations, and school 
Method of report 
Self-report 
Parent report 
Self-report 
Self-report 
Self-report 
129 
obesity, and obesity-related diseases problems in the 
and developing world in recent years. are a high risk group for 
overweight, and most overweight teenagers willheunsuccessful in their attempts, 
they make any, to lose weight; they move on to becoh1e an overweight or obese adult 
the concomitant risk for medical dise~~~: Al~ng with obesity-related disease states, 
adolescents are also likely to suffer from some psychosocial effects of 
VV\..·H'"' .. such as depression, low self-esteem, eating disorders, negative body image, and 
~matl;~atton from peers, thus increasingtheprobability of obesity-related mental health co-
public health agenda with regard to overweight and obesity has shifted the focus 
primary prevention of overweight. Primary prevention is certainly the strategy for 
to strive, but secondary and tertiary prevention are more reasonable strategies at this 
overweight and its potential complications are more prevalent than ever and need 
'"' a.UUL<O"'"'"U aggressively and COmprehensively. 
improve obesity-related morbidity and mortality in this age group, providers involved 
care need to develop a better understanding and increased focus on mental health in 
to physical health. One strategy is a comprehensive team approach, including a 
health specialist who not only addresses those issues in the patient and family but also 
the pediatric provider better strategies for initial screening. 
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